Intraspinal (leptomeningeal or intramedullary) metastases from primary intracranial gliomas have been well documented in several clinical and pathological series.
was observed and bladder function returned to normal. These effects lasted for one month when his condition deteriorated and he noticed worsening leg weakness and bladder function. He was managed with best supportive care and died in January 1998, two months following completion of radiotherapy.
Case 2
In August 2002, this 55-year-old woman was admitted to hospital with a one-month history of expressive dysphasia and right facial, arm and leg weakness. Brain MRI scan demonstrated a 6 cm cystic mass structure in the left frontal lobe associated with surrounding oedema and midline shift (see Figure 1) . She Figure 2) . Histopathological confirmation was not sought and she underwent a course of palliative radiotherapy planned to the thoracolumbar spine to a total dose of 50 Gy over five weeks. Pain and leg weakness initially responded; however, radiotherapy was discontinued after 14 fractions due to pancytopenia.
Her leg weakness deteriorated following this and she died from progressive disease in January 2004, one month after the diagnosis of intraspinal metastases.
Case 3
This 44-year-old woman presented with light-headedness in November Neurological Cancer sensation. MRI brain scan showed stable intracerebral disease, but spinal MRI revealed diffuse leptomeningeal metastases, particularly over the lower thoracolumbar spinal cord and cauda equina with a further intramedullary enhancing lesion within the lower cord at T11/12 (see Figure 6 ). Due to frailty, no biopsy was performed.
Radiotherapy was given to T9-S2 with a total dose of 30.8 Gy in seven fractions. Pain resolved, but very little improvement in leg power was observed and he died in August 2009, following further deterioration.
Discussion
Intramedullary metastases from glioblastoma are uncommon 7, 10 and may present with or without leptomeningeal metastases. 11, 12 Simultaneous leptomeningeal and intramedullary metastases from glioblastoma are very rare and case 4 is one of the few such cases reported. Intraspinal metastases typically occur in the lower thoracic, lumbar and lumbosacral spine, 12,18 possibly due to gravitational effects. 18 In our cases, the highest lesion was T8/9 and, mostly, involvement was in the lower thoracic and lumbar spine. The most common symptoms of leptomeningeal metastases are back pain, radicular pain in the upper and lower limbs, paraesthesiae and other sensory symptoms followed by motor weakness, 12, 15 and symptoms often progress rapidly.
Back pain associated with leg weakness was observed in each of our cases while radicular pain, sensory symptoms and urinary retention were also seen.
Treatment of drop metastases is solely palliative and can include neurosurgery, radiotherapy, chemotherapy or steroid therapy.
One patient in our series with an isolated area of disease in the T8/9 region underwent thoracic laminectomy, surviving for three months following surgery. However, given the overall poor prognosis of these patients, along with the fact that even Symptomatic Spinal Metastases Overall, the outcome in cases of leptomeningeal and intramedullary metastases is very poor, independent of treatment modality used, with median time between diagnosis of intraspinal dissemination and death previously reported as two to four months. 6, 7, 12, 15, 16 In our cases, median survival following diagnosis of metastasis was one month (range zero to three months).
In conclusion, patients with malignant glioma presenting with new Neurological Cancer
